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Background: Recent studies investigating the health effects of air pollution have proven an existing impact around
and below international air quality guidelines and standards. These studies were based on accessible data from
official registers managed by public authorities. The protocol followed in BAPHE project is described; its benefits
and disadvantages are presented and discussed in this paper.
Methods: Based on the review of several international studies we developed a custom made approach in BAPHE
(Beirut Air Pollution and Health Effects) project in order to analyze the short term health effects of air pollution
taking into consideration the lack of data availability from official sources.
Results: PM2.5 and PM10 concentrations were measured in Beirut for the period starting from the 1
st of January
2012 to the 31st of December 2012. The annual average concentrations of PM10 and PM2.5 exceeded WHO’s annual
average limits by 150 % and 200 %, respectively. Health data for 11,567 individuals were collected over 12 months.
A variation of hospital admission causes was observed by age categories and gender.
Conclusions: This article presents a simple protocol and the descriptive results of its application in the frame of an
eco-epidemiological study in Lebanon. We believe that this work is not only important on a local scale, but it could
be helpful for environmental epidemiological studies in other countries.
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In some countries, epidemiological studies have been
very well developed and investigators highlighted the ef-
fects of moderate and low levels of air pollution on
health; trying to generate evidence of interactions be-
tween pollutants and local or regional conditions [1–8].
However, in other countries, where the economic, social
and political issues are the main concerns, the re-
searches remain basic.
Several studies have demonstrated associations be-
tween air pollution and health effects. In 1952, the in-
crease in air pollution levels has been associated with an
increase in mortality and hospital admissions for respira-
tory diseases in London [1–3]. The analysis of individ-
uals’ lung tissues (who died during the smog episode of* Correspondence: myriam.mrad@usj.edu.lb
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creativecommons.org/publicdomain/zero/1.0/1952) revealed soot and other particles in their lungs. A
recent meta-analysis of 60 studies in 35 cities all over
the world shows that the increase in all-causes mortality
is between 0.5 and 1.6 % for every increase of 10 μg/m3
of daily PM10 levels and 5 μg/m
3 for PM2.5 levels [8].
Similarly and within the framework of APHEA (Air
Pollution and Health: A European Approach multicenter
study) [9] it has been estimated that an increase of
50 μg/m3 of PM10 and SO2 is associated respectively
with an increase of 3 % and 2 % in all-causes mortality
in Western Europe while these figures decline for Central
Eastern Europe, to reach 0.8 % for SO2 and 0.6 % for the
Black Smoke (BS). Other studies have more focused on
vulnerable groups such as the elderly, children and new-
borns [5, 10, 11]. For example, in France ISAAC (Inter-
national Study of Asthma and Allergies in Childhood)
showed that the frequency of allergic respiratory symp-
toms, the sensitivity and the bronchial reactivity tests are
positively associated with a high level of O3, SO2 andrticle distributed under the terms of the Creative Commons Attribution License
which permits unrestricted use, distribution, and reproduction in any medium,
. The Creative Commons Public Domain Dedication waiver (http://
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Respiratory Symptoms with Respect to Air Pollution,
Climate and Pollen (SCARPOL) conducted among chil-
dren in 10 Swiss cities, has positively associated air pollu-
tion (NO2, SO2, and PM10) with numbers of symptoms of
chronic cough such as nocturnal dry cough and bron-
chitis; the strongest relationship was observed for PM10
(adjusted odds ratios for chronic cough, nocturnal dry
cough, and bronchitis between the most and the least pol-
luted community for PM10 were 3.07 [95 % CI: 1.62 to
5.81], 2.88 [95 % CI: 1.69 to 4.89], and 2.17 [95 % CI: 1.21
to 4.89], respectively) [11].
Thus, hundreds of studies and methods have been de-
veloped for specific pollutants and countries. Each study
has its own research protocol and health indicators re-
specting the considered context.
In Lebanon, the levels of pollutants in Beirut and sub-
urbs reached the “smog” levels [12–18] visible by naked
eye from the overlooking hills. Beirut has no industries
with significant impact, but the development of the real
estate and the increase in the car fleet, deteriorate the air
quality and worsen the pollution and its effects on health.
Occasional incomplete studies were performed in
Beirut trying to generate evidence of a relation between
air pollution and health effects [12, 13]. However, no
general protocol has been yet established to study the ef-
fects of air pollution on health. In view of lack in health
system data surveillance and specific environmental con-
ditions, which is the case of several developing coun-
tries, we decided to determine the adequate protocol
estimating health effects of air pollution.
Therefore, BAPHE aims to: i) propose an adjusted
methodology according to the context of Beirut; ii) study
the short term association between the increase in daily
levels of air pollutants and emergency admissions counts
for pre-defined causes; iii) estimate the costs of air pollu-
tion health effects.
This paper describes the protocol of BAPHE. Based on
international studies and on a pilot study conducted in 2
Lebanese hospitals, this study intends to define a simple
methodology that can be applied while assessing health
effects of air pollution in developing countries. The first
phase of BAPHE started in January 2012 and ended in
June 2013.
Methods
Various methodological approaches have been used in
adjusted papers. Some analyses were based on case
crossover, others on cohort studies or time series meth-
odology using specific models. Most of these studies
were conducted in European and US cities where health
data were computerized and well managed by public au-
thorities (EPIDeces). Nevertheless, none of these studies
suggested a protocol in a developing country.BAPHE study is performed over a period of 3 years
and it includes several phases approved by scientific and
ethical committee described in the following sections.
Selection of the study area
The study site is situated in Beirut city and identified as
an urban area where the exposure of the population to
atmospheric pollution could be estimated and consid-
ered as homogeneous [19].
The study is conducted in 7 hospitals which accepted
to participate among 9 eligible ones. The hospitals are
composed of 4 university medical centers and 3 medium
to small hospitals. They are selected based on their
localization in Beirut city and the existence of emer-
gency department.
Air pollution and potential confounder’s measurements
Pollutants are measured separately on daily basis. Then,
daily mean values and daily maximum values are calcu-
lated in μg/m3 for each pollutant and presented by sta-
tion. Periods of malfunction or calibration are also
collected. The hourly average data are subsequently ana-
lyzed and validated to obtain daily average of each pollu-
tant (average of hourly concentration). As a result, in
case of failure the rule of 75 % [20] is applied to calculate
daily values, otherwise the value will be missing. Moreover,
the missing values are replaced by the monthly average of
the period. Quality assurance procedures and instructions
are implemented in each step of measurement’s process:
the air pollution surveillance network of Beirut has its
own internal procedure for data collection and validation
and record keeping, whereas the team working on BAPHE
has elaborated 3 procedures to describe, control and valid-
ate the health data collected. Firstly, the data were col-
lected manually by very well trained medical staff, then
they were entered and checked in a database by the princi-
pal investigator and finally validated by 2 senior epidemio-
logical experts. Records are kept in hard and soft copies in
2 places.
Air pollution monitoring network provides continuous
information on PM10, PM2.5 and NO2 whose origins are
mainly from traffic, construction activities and dust
storm. Relative humidity, temperature, direction and
wind speed are also measured by the monitoring net-
work of Beirut city, but, due to lack of data, the daily
pollen level was not collected as for the case of several
international studies [21–24].
Health data collection
In international studies, epidemiological health data are
based on their availability and are usually compiled from
official registers. In France for example, data on mortal-
ity are provided by CépiDc (Centre d’épidémiologie sur
les causes médicales de décès), and are classified
Table 1 Statistics for daily PM10, PM2.5 and PM10-2.5
concentrations during January 2012 – December 2012
Pollutant N total (days) Min (μg/m3) Max (μg/m3) Mean (μg/m3)
PM10 343 16.0 359.7 51.3 ± 33.1
PM2.5 343 4.5 208.6 30.3 ± 19.4
PM10-2.5 343 1.0 157.7 21.0 ± 17.3
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(ICD 10). In all developed countries, health information
system exists and the number of hospital admissions can
be extracted anonymously.
Nevertheless, in some developing countries official
registers managed by public authorities do not exist;
consequently, investigators are obliged to get an alter-
native source of data by collecting information from
emergency department registers, insurance database or
pharmacies, …etc.
In BAPHE, a pilot study of 15 days was conducted in
2 out of the 7 hospitals. This pilot study helped us to ad-
just our protocol and to define BAPHE source and qual-
ity of health data [25].
Based on the results of the pilot study, it was decided to
extract data from emergency hospitals and break them
down to produce total daily hospital admissions in diagno-
sis categories. The total number of emergency admissions
for all causes is also considered as a control in order to
regulate the absence of associations with air pollution.
Statistical analysis
The BAPHE study aims to test the association between
variations of a chronological time series of health events,
counted daily from a large population, and the daily vari-
ation of air pollution indicators (daily mean concentra-
tions of pollutants). In this case, health indicators or the
daily count of health events are low compared to the
population exposed to the risk, thus the dependent vari-
able follows quasi-Poisson distribution, taking into ac-
count the over dispersion of the health outcome variables.
Regression model is used to study the association between
the dependent variable (daily health events) and several in-
dependent variables including potential confounders (pol-
lutant concentrations, temperature, relative humidity, day
of the week, flu seasons). Based on the review of several
published articles [26–31], Poisson regression is the best
method to be applied in studies like BAPHE because
health indicators considered are small numbers of daily
event comparing with large effective population. A GAM
(Generalised Additive Model) under distributed lag model
framework is used. Sensitivity analysis is conducted in
order to corroborate our results. The fit of the model
is verified using Akaike information criterion (AIC)
methods, whereas transformations on the covariates can
be performed using different types of spline functions, in a
way to minimize the partial autocorrelations of the corre-
sponding residuals. Based on an autoregressive model, the
calculation of the relative risk can be possible.
Results
Pilot study results
The results of the pilot study showed that the most im-
portant source of data in the Lebanese hospitals is theemergency department (ED) register. This study deter-
mined the appropriate health indicators for BAPHE and
created a classification methodology to collect health
data [25].
General study results- phase I
Air pollution and meteorological measurements
PM2.5 and PM10 concentrations were measured in Beirut
for the period starting from the 1st of January 2012 to
the 31st of December 2012. Table 1 shows that the daily
average concentration of PM10 and PM2.5 has been
found to be of 51.3 ± 33.1 μg.m−3 and 30.3 ± 19.4 μg.m−3
respectively, with corresponding maximum values of
359.7 and 208.6 μg.m−3. The mean concentration of
coarse particles (PM10-2.5) was found to be 41 % of the
average PM10, suggesting that the site is also influenced
by re-suspended surface dust and soil. The mean PM2.5/
PM10 ratio for the entire study period was 0.61 ± 0.12.
This average indicates that in Beirut about 61 % of PM10
is made up of PM2.5, i.e. fine particles comprise a large
fraction in PM10 and indicate the larger health impacts
that can be caused by such particles. A total of 133 daily
PM10 and 129 daily PM2.5 concentrations were higher
than the limit value of the WHO, which represents 39 %
and 38 % of the sampling days, respectively. The highest
daily averages of the PM10 and PM2.5 were observed in
spring and summer (March to August).
Daily mean temperatures and relative humidity were
calculated by season. Table 2 shows that the highest
levels of temperature are in summer and the wettest
weather is in spring where, as mentioned above, dust
events occur. Knowing that Table 2 shows the average of
meteorological data, it is important to know that
temperature could reach 30-35 °C in summer season.Health data
Information on 11,567 individuals were collected over
12 months for the first phase of the study. Table 3 pre-
sents a summary description of health indicators col-
lected from 7 hospitals in Beirut to be used in the
BAPHE project. These data were subject to quality ana-
lysis and adequacy before being used in BAPHE [25].
Specific causes of admission, mainly diseases of the re-
spiratory, cardiovascular and cerebrovascular systems in
Table 2 Temperature (°C) & relative humidity (%) daily
measurements statistics by season
Season N total Temperature (°C) Relative humidity (%)
Min Max Mean Min Max Mean
Winter 105.00 7.21 17.83 12.47 36.50 71.54 47.47
Spring 92.00 10.75 25.46 19.64 33.50 75.04 57.35
Summer 92.00 24.54 28.61 26.75 43.33 73.83 52.72
Autumn 52.00 19.00 28.50 23.65 32.58 73.96 52.22
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most relevant outcomes of air pollution based on litera-
ture review [9, 19, 32]. Since we are dealing with per-
sonal information, data included only: patient number,
date of admission, first diagnosis, final diagnosis, treat-
ment and patient progress (hospitalized, transferred or
discharged). International code diseases are added for
the patient first complaint and the final diagnosis (Fig. 1).
Data from 7 hospitals had been broken down to produce
total daily hospital admissions in diagnosis categories as
per Fig. 1. Data on influenza admissions were collected
but we could not use them since the diagnosis process
in the Lebanese hospitals is not computerized and sev-
eral causes of illness may be confused with influenza. So
we integrated this confounder in our model to control
for flu season [33].
We also checked some health figures since we
searched for a homogenous study area. Therefore, we
verified the mortality rate in 2010 which was 5.4 per
1,000 almost unchanged since 2006. Thus, we consid-
ered that our population is almost stable [34]. For to-
bacco addiction, the results can be considered stable
since we studied the short term effects of air pollution
and people will not change instantly.
Figure 2 shows the variation of hospital admission
causes by age categories and gender. The respiratory sys-
tem diseases affect all age groups. If we consider the vul-
nerable categories apart, we realize that the number ofTable 3 Non-exhaustive list of health indicators and
corresponding first diagnosis
Health indicators First diagnosis to be collected
Cerebrovascular diseases CVA, aphasia, hemiplegia, stroke, etc.
Circulatory Diseases Chest pain, Thoracic pain, Thoracic Oppression,
retrosternal burn, angina, unstable Angina,
myocardial infarction, Acute Pulmonary
Oedema (APO), sub APO etc.
Respiratory Disease Dyspnea, Tachypnea, Polypnea, difficulty in




Skin Allergic Diseases Urticaria, facial oedema, pruritis,
rash, anaphylaxia etc.
Digestive system diseases Considered as a controlmale aged less than 15 years are higher than female of
the same category. For elderly, little difference exists be-
tween the two genders for the same causes of admission.
In adults category men are more affected by cardiovas-
cular diseases than women who developed more respira-
tory diseases during the study period and according to
the sample studied.
The application of an autoregressive Poisson model
was used to evaluate the association between daily con-
centrations of particulate matter and respiratory and car-
diovascular emergency hospital admissions after
controlling for confounders. All variables were measured
during 1 year from January 2012 to December 2012.
Relative risks of admissions for respiratory and cardio-
vascular diseases were calculated for an increase of
10 μg.m−3 in pollutant concentrations. Total respiratory
admissions were significantly associated with the levels
of PM10(1.012 [95 % CI 1.004–1.02]) per 10 μg.m
−3 rise
in daily mean pollutant concentration for PM10 and
1.016 [95 % CI 1.000–1.032] for PM2.5 on the same day.
A nearly significant association was found between parti-
cles and total circulatory admissions for adults and eld-
erly groups in the same day. The results of the
regression model were subject to a detailed article [35].
Training of individuals
To extract information from emergency hospitals’ regis-
ters we trained individuals in the 7 participating hospi-
tals to collect accurate data. Several causes of emergency
admissions can be considered, an example of diagnosis
category and subcategory is described in Table 3.
Discussion
The total number of case extracted from ED registers
are remarkable knowing that it is the first time in
Lebanon that an environmental epidemiological study
concerns such large number of individuals as BAPHE.
Other obtained results are quiet impressive, especially
the number of exceeding days.
If we compare our results to a population based study
in Ontario Canada, the sex differences in hospital admis-
sions from emergency departments in asthmatic adults,
showed that women were more likely to be admitted
than men in ED. Following [36], the higher admission
rates in women may be related to sex differences in the
subjective perception of dyspnea, management of
asthma by ED physician, or inadequate ambulatory care
strategies in women. In the same concept of disease and
illness’ perception the difference between adults for car-
diovascular diseases admissions can be explained may be
by the same reason in Lebanon. Further analysis will
clarify us more if the sex differences in hospital admis-
sions have an impact on the association between air pol-
lution and health effects.
Fig. 1 Example of database producing total daily count of emergency hospital admissions
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disadvantage of studies like BAPHE involves in data col-
lection since the health system in Lebanese hospital is
not yet computerized. The hard part of the project was
to collect the data manually. On another hand, this oper-
ation allows an efficient control of data through database
checking by 3 different qualified experts.
If we consider the fact that time series studies have
lack of individual measurements in exposure and out-
comes and the possible presence of unmeasured con-
founders, this could be a weak point for our study.
However, in BAPHE as in international studies we
worked on the short term effects by using long series of
small units (days) to minimize errors [26, 27]. In that de-
sign the population serves as its own control over time
and confounders can only be factors varying according
to the small time-units from day to day like cigarette
smoking or other confounding factors.
Conclusions
For decades, the effects of air pollution on human health
were subject of many researches in public health in
European, US and Asia cities. Several techniques and
methods of analysis have been developed. Thus, this art-
icle presents a simple protocol and the descriptive results
of its application in the frame of an eco-epidemiological
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Fig. 2 Total counts of emergency hospital admissions per gender and ageimportant on a local scale, but it could be helpful for en-
vironmental epidemiological studies in other countries.
We have indicated how to collect reliable data on air pol-
lution and health outcomes in order to investigate health
impact of air pollution at urban level.
Therefore, BAPHE will provide a unique opportunity
to assess the relation between high levels of air pollution
and health effects in a country like Lebanon.
Finally, our results will contribute to set common tar-
gets and objectives for air quality and public health,
guidelines to prevent, reduce or mitigate the health ef-
fects of air pollution in the city of Beirut.Abbreviations
BAPHE: Beirut air pollution and health effects; PM2.5: Particulate matter less
than 2.5 μg.m−3; PM10: Particulate matter less than 10 μg.m−3; WHO: World
Health Organization; CépiDc: Centre d’épidémiologie sur les causes
médicales de décès; NAAQS: National Ambient Air Quality Standards;
GAM: Generalised additive model; ED: Emergency Department;
EPAR: EPidemiology of the allergic and respiratory disease.Competing interests
The authors declare that they have no competing interests.Authors’ contribution
Study conception and design: MMN, WF, NZ, MA, MLCK, IAM. Acquisition of
data: MMN, NZ, MLCK. Analysis and interpretation of data: MMN, WF, NZ, MA,
MLCK, IAM. Drafting of manuscript: MMN, WF, IAM. All authors read and







Nakhlé et al. Multidisciplinary Respiratory Medicine  (2015) 10:21 Page 6 of 6Acknowledgments
The authors wish to thank the University of Saint Joseph, the Lebanese
non-governmental organization arcenciel and the CEDRE project (Ministry of
Foreign affairs in France and the Ministry of Higher Education and Research
in France and Lebanon) for the financial support of this research. We thank
Hotel Dieu de France Hospital (HDF), University Medical Center Rizk Hospital
(UMCRH), Trad Hospital, Rosaire Hospital, Libanais Hospital (Geitawi), Makassed
Hospital, St Georges University Medical Center, for providing health data. We thank
the Lebanese Air Quality Research Unit (AQRU) for providing air pollution data.
Author details
1Biology Department, Saint Joseph University of Beirut, Beirut, Lebanon.
2Physics Department, Saint Joseph University of Beirut, Beirut, Lebanon.
3Rheumatology Department, Hôtel Dieu de France Hospital, Saint Joseph
University of Beirut, Beirut, Lebanon. 4Chemistry Department, Saint Joseph
University of Beirut, Beirut, Lebanon. 5Pulmonary and Critical Care, University
medical center, Rizk hospital, Beirut, Lebanon. 6Arcenciel, Environment
Program, B.P. 165216 Beirut, Lebanon. 7INSERM, UMR_S 1136, Institut Pierre
Louis d’Epidémiologie et de Santé Publique, Equipe EPAR, F-75013 Paris,
France. 8Sorbonne Universités, UPMC Univ Paris 06, UMR_S 1136, Institut
Pierre Louis d’Epidémiologie et de Santé Publique, Equipe EPAR, F-75013
Paris, France.
Received: 27 February 2015 Accepted: 19 May 2015
References
1. Bell ML, Davis DL, Fletcher T. A retrospective assessment of mortality from
the London smog episode of 1952: The role of influenza and pollution.
Environ Health Perspect. 2004;112:6–8.
2. Bell ML, Davis DL. Reassessment of the Lethal London fog of 1952: novel
indicators of acute and chronic consequences of acute exposure to air
pollution. Environ Health Perspect. 2001;109 suppl 3:389–94.
3. Hunt A, Abraham JL, Judson B, Berry CL. Toxicologic and epidemiologic clues
from the characterization of the 1952 London smog fine particulate matter in
archival autopsy lung tissues. Environ Health Perspect. 2003;111:1209–14.
4. Dockery DW, Schwartz J, Spengler JD. Air pollution and daily mortality:
association with particulates and acid aerosols. Environ Res. 1992;59:362–73.
5. Schwartz J. Short term fluctuations in air pollution and hospital admissions
of the elderly for respiratory disease. Thorax. 1995;50(5):531–8.
6. Chen B, Hong C, Kan H. Exposures and health outcomes from outdoor air
pollutants in China. Toxicology. 2004;198:291–300.
7. Forastiere F, Stafoggia M, Picciotto S, Bellander T, D’Ippoliti D, Lanki T, et al.
A case-crossover analysis of out-of-hospital coronary deaths and air
pollution in Rome, Italy. Am J Respir Crit Care Med. 2005;172(12):1549–55.
8. Annesi-MaesanoI, Ackerman U, Boudet C, Filleul L, Medina S, Slama R, et al.
Effets des particules atmosphériques sur la santé. Revue des études
épidémiologiques. Environnement, Risques Santé. 2004;3(2):97–110.
9. Katsouyanni K, Zmirou D, Spix C, Sunyer J, Schouten JP, Pönkä A, et al.
Short-term effects of air pollution on health: a European approach using
epidemiological time-series data. The APHEA project: background,
objectives, design. Eur Respir J. 1995;8:1030–8.
10. Penard-Morand C, Charpin D, Raherison C, Kopferschmitt C, Caillaud D,
Lavaud F, et al. Long-term exposure to background air pollution related to
respiratory and allergic health in schoolchildren ISAAC. Clin Exp Allergy.
2005;35:1279–87.
11. Braun-Fahrlander C, Vuille JC, Sennhauser FH, Neu U, Künzle T, Grize L, et al.
Respiratory health and long-term exposure to air pollutants in Swiss
schoolchildren. SCARPOL Team. Swiss Study on Childhood Allergy and
Respiratory Symptoms with Respect to Air Pollution, Climate and Pollen.
Am J Respir Crit Care Med. 1997;155:1042–9.
12. El-Fadel M, Bou-Zeid E. Transportation GHG emissions in developing
countries. The case of Lebanon. Transportation Res Part D. 1999;4:251–64.
13. El-Zein A, Nuwayhid I, El-Fadel MS, Mroueh S. Did a ban on diesel-fuel
reduce emergency respiratory admissions for children? Sci Total Environ.
2007;384:134–40.
14. El-Zein A, Tewtel-Salem M, Nehme G. A time-series analysis of mortality and
air temperature in Greater Beirut. Sci Total Environ. 2004;330:71–80.
15. Farah W, Nakhlé M, Abboud M, Ziade N, Annesi-Maesano I, Zaarour R, et al.
Analysis of the continuous measurements of PM10 and PM2.5 concentrations
in Beirut. Lebanon: Environ Engin Manag J; 2014. accepted for publication.16. Farah W, Nakhlé MM, Abboud M, Annesi-Maesano I, Zaarour R, Saliba N,
et al. Time series analysis of air pollutants in Beirut. Lebanon Environ Monit
Assess. 2014;186:8203–13.
17. Massoud R, Shihadeh AL, Roumie M, Youness M, Gerard J, Saliba N, et al.
Intraurban variability of PM10 and PM2.5 in an Eastern Mediterranean city.
Atmos Res. 2011;101:893–901.
18. Badaro-Saliba N, Adjizian-Gerard J, Zaarour R, Abboud M, Farah W, Saliba
NA, et al. A geostatistical approach for assessing population exposure to NO
2 in a complex urban area (Beirut, Lebanon). Stoch Environ Res Risk Assess.
2014;3(28):467–74.
19. Institut de veille sanitaire. Programme de surveillance air et santé. Analyse
des liens à court terme entre pollution atmosphérique urbaine et mortalité
dans neuf villes françaises. Val d’Osne, Saint Maurice, France: InVS. 2008.
20. U.S. Environmental Protection Agency Office of Air Quality Planning and
Standards. Quality Assurance Handbook for Air Pollution Measurement
Systems- Volume II -Ambient Air Quality Monitoring Program. -Air Quality
Assessment Division RTP, NC 27711, Publication No. EPA-454/B-13-003. 2013.
21. Ponce de Leon A, Anderson HR, Bower J. Effects of air pollution on daily
hospital admissions for respiratory disease in London between 1987-88 and
1991-92. J Epidemiol Community Health. 1996;33 Suppl 1:S63–70.
22. Hosseinpoor AR, Forouzanfar MH, Yunesian M, Asghari F, Naieni KH,
Farhood D. Air pollution and hospitalization due to angina pectoris in
Tehran, Iran: a time-series study. Environ Res. 2005;99:126–31.
23. Wong TW, Lau TS, Yu TS, Neller A, Wong SL, Tam W, et al. Air pollution and
hospital admissions for respiratory and cardiovascular diseases in Honk
Kong. Occup Environ Med. 1999;56:679–83.
24. Wordley A, Walters S, Ayres JG. Short term variations in hospital admissions and
mortality and particulate air pollution. Occup Environ Med. 1997;54:108–16.
25. Mrad Nakhlé M, Farah W, Ziade N, Abboud M, Gerard J, Zaarour R, et al.
Analyse de la qualité des données issues des hôpitaux de Beyrouth
Municipe pour mesurer les effets à court terme de la pollution
atmosphérique. Rev Epidemiol Sante Publique. 2013;61:551–8.
26. Eilstein D, Zeghnoon A, Le Tertre A, Cassadou S, Declercq C, Filleul L, et al.
Modélisation des liens à court terme entre la pollution atmosphérique et la
santé : une actualisation des méthodes d’analyse des séries temporelles. Rev
Epidemiol Sante Publique. 2004;52:583–9.
27. Eilstein D, Larrieu S, Wagner V, Zeghnoun A, Lefranc A. Association entre
l’exposition à la pollution atmosphérique et la santé: utilisation des séries
chronologiques. JSFS. 2009;150(1):30–53.
28. Pope CA, Schwartz J, Ransom MR. Daily mortality and PM10 pollution in
Utah Valley. Arch Environ Health. 1992;47:211–7.
29. Schwartz J, Dockery DW. Increased mortality in Philadelphia associated with
daily air pollution concentrations. Am Rev Respir Dis. 1992;145:600–4.
30. Schwartz J, Dockery DW. Particulate air pollution and daily mortality in
Steubenville. Ohio Am J Epidemiol. 1992;135:12–9.
31. Schwartz J. Air pollution and daily mortality in Birmingham. Alabama Am J
Epidemiol. 1993;137:1136–47.
32. Institut national de santé publique du Québec. Visites à l'urgence pour
asthme qualité de l'air et conditions météorologiques communauté urbaine
de Québec 1990 – 1991. Département de Santé communautaire Centre
hospitalier de l'Université Laval Québec- 4835, avenue Christophe-Colomb,
bureau 200 Montréal (Québec). 1992.
33. Fusco D, Forastiere F, Michelozzi P, Spadea T, Ostro B, Arcà M, et al. Air
pollution and hospital admissions for respiratory conditions in Rome.
Italy Eur Respir J. 2001;17:1143–50.
34. Institut de gestion de la santé et de la protection sociale (IGSPS) de
l’université Saint-Joseph. Recueil national des statistiques sanitaires au Liban. 2012
35. Nakhlé MM, Farah W, Ziadé N, Abboud M, Salameh D, Annesi-Maesano I.
Short-term relationships between emergency hospital admissions for
respiratory and cardiovascular diseases and fine particulate air pollution in
Beirut, Lebanon. Environ Monit Assess. 2015;187(4):196.
36. Baibergenova A, Thabane L, Akhtar-Danesh N, Levine M, Gafni A, Leeb K.
Sex differences in hospital admissions from emergency departments in
asthmatic adults: a population-based study. Ann Allergy Asthma Immunol.
2006;96(5):666–72.
